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This report presents the results of the cognitive evaluation of the 2015 National Electronic Health Records 

Survey (NEHRS), which is an annual supplement of the ongoing National Ambulatory Medical Care 

Survey (NAMCS).  The NEHRS is a national survey of office-based physicians conducted by the 

National Center for Health Statistics, and is sponsored by the Office of the National Coordinator for 

Health Information Technology (ONC) in the Department of Health and Human Services (DHHS). 

NEHRS is primarily concerned with the adoption of electronic health records (EHRs, also commonly 

known as EMRs by physicians, standing for electronic medical records) and the meaningful use standards 

set by DHHS.  NEHRS is partially funded by the American Recovery and Reinvestment Act of 20092 

(which includes the Health Information Technology for Economic and Clinical Health, or HITECH, Act), 

as well as the Patient Protection and Affordable Care Act of 2010 (ACA)3.  The aim of both the HITECH 

Act and the ACA is to enhance efficiency and to improve quality in the health care system, including 

increasing the adoption rate of electronic health records, expanding access to care, and improving patient 

health.  NEHRS provides key information that allows DHHS to evaluate and implement the electronic 

health records provisions laid out in ARRA and ACA.   

In consultation with both the Division of Health Care Surveys at NCHS and ONC, the Center for 

Questionnaire Design and Evaluation Research (CQDER) designed and conducted a cognitive and 

usability evaluation of the 2015 NHERS self-report paper-based instrument.  The instrument (see 

Appendix A) is eight pages long, and includes 41 numbered questions.  There are nine ñtable formatò 

questions, which present sub-questions as row headers and answer categories as column headers.  Given 

this high number of table questions, as well as the overall length of the questionnaire, this evaluation 

project focused not just on the response processes behind the questionnaire items, but also on the 

instrumentôs overall usability. 

This report first presents a brief overview of cognitive interviewing methodology and the theory behind 

the question response process, and then describes the research design for this particular project.  Overall, 

cross-item findings are then discussed, and finally a question-by-question analysis is presented.   

 

METHODS 

Cognitive Interviewing Methodology and the Question Response Process 

Cognitive interviewing is a qualitative method whose purpose is to evaluate survey questionnaires, and 

determine which constructs the questionnairesô items capture.  The primary benefit of cognitive 
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interviewing over non-qualitative evaluation methods is that it provides rich, contextual data into how 

respondents interpret questions, apply their lived experiences to their responses, and formulate responses 

to survey items based on those interpretations and experiences (Willis 2004, Miller et al 2015).  Thus, 

cognitive interviewing data allows researchers and survey designers to understand whether or not a 

question is capturing the specific social constructs they originally wanted, and gives insight into what 

design changes are needed to advance the surveyôs overall goals.  Additionally, the documented findings 

of cognitive interviews provide data end users the context needed to more fully understand the 

quantitative trends that emerge from survey data. 

The underlying theory that directs the conduct of cognitive interviews is that of the question response 

process.  Individuals typically interpret survey questions through a four-step process:  They first 

comprehend the underlying construct, then recall the information needed, judge their answer, and finally 

map their answer onto one of the available response categories (Tourangeau, 1984).  Given the correct 

protocols, cognitive interviewing can uncover the specific ways respondents perform each of these four 

steps.   

Cognitive interviews are administered as one-on-one, in-depth, semi-structured qualitative interviews.  

Respondents are first asked survey items, and then probed about their answers and the thought processes 

behind them.  While some cognitive interviewing relies on ñthink aloudò prompts, which ask respondents 

to speak through their thought processes as they are answering the survey, this project instead uses 

targeted probes that attempt to ascertain exactly which constructs the respondents are considering, and 

how they are judging and formulating their response.  This semi-structured design uncovers not only 

these constructs, but also question response problems that often are unseen in a survey environmentð

including interpretive errors and recall inaccuracy.  By asking respondents to provide textual verification 

of their responses, and about the processes by which they formulated their answers, these elusive errors 

are revealed. 

Typical cognitive interviewing projects use a sample of approximately 20 to 40 respondents, which are 

purposively sampled for specific characteristicsðsuch as race, education, or occupationðthat are 

assumed to be relevant to the questions being evaluated.  When studying questions related to the adopting 

of EHR systems, for instance, the sample would likely consist of respondents who both have and have not 

already started using EHRs, allowing for the discovery of both false positive and false negative answers.  

Because of the small sample size, not all demographic or occupational groups will be covered in the 

sample, and the analysis of cognitive interviewing does not provide generalizable findings in a statistical 

sense.   

As a qualitative method, the analysis of cognitive interviewing data involves the iterative synthesis and 

reduction of the findingsðbeginning with a large amount of textual data (the raw transcripts and notes 

from the interviews themselves), and ending with cognitive schemata and conclusions that serve the 

overall purpose of the study.  The analysis of cognitive interviewing can be conceptualized in five 

incremental stages: conducting the interviews, producing interview summaries, comparing data across 

respondents, comparing data across sub-groups of respondents, and drawing conclusions.  As each step is 

completed, data are reduced such that meaningful content is systematically extracted to produce a 

summary that details a questionôs performance.  It is the ultimate goal of a cognitive interviewing study to 

produce this conceptual understanding, and it is through data reduction that this type of understanding is 

possible.  In reducing the cognitive interview data, the analyst produces a more comprehensive 

understanding of a questionôs performance; as analysis is performed, understanding of the question 

response process becomes more complex and complete.  In the beginning it is only possible to understand 

how each individual respondent makes sense of and answers the survey question.  By the end, individual 

interpretations are understood as well as how those interpretations relate across groups and within the 

overall context of the questionôs performance. 
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Sampling and Respondent Characteristics 

For the evaluation of the 2015 NEHRS, a purposive sample of 20 respondents was recruited to participate 

in cognitive interviews.  The universe for the NEHRS itself is non-institutional physicians who provide 

ambulatory care in the United States.  For this evaluation project, the sample was limited to ambulatory 

care physicians in the Washington, DC and Baltimore, MD metropolitan area.   

CQDER first constructed a sample frame of non-institutional physicians in the sample area using the 

publically-available CMS Physician Compare web tool, administered by the Centers for Medicare and 

Medicaid Services4.  An advanced letter (see Appendix B) was sent to medical practices on this frame 

asking physicians at that practice to consider participating in the study and alerting them that an NCHS 

recruiter would be calling their office to set up an interview.  Physicians were offered $100 to participate 

in the study.  Following a telephone screening, which confirmed that the respondents were eligible for the 

study (specifically that they primarily provided ambulatory care in non-institutional settings), interviews 

were scheduled and conducted.  The sample was constructed to provide diversity across the type of 

medicine the physicians practiced (primary care, specialty care, and surgery), as well as the size of the 

physiciansô practices. Table 1 shows a breakdown of the sample by type of practice: 

Table 1: Sample Characteristics 

Type of Medical Practice Number of Respondents 

Primary Care 9 

Specialty Care 3 

Surgery 8 

 

All but one of the 20 interviews were conducted outside of NCHSô Questionnaire Design Research 

Laboratory in Hyattsville, MDðprimarily at the physicianôs offices.  Interviews were limited to 60 

minutes in length.  Respondents were given the NEHRS paper questionnaire and were asked to answer 

the survey questions while the CQDER interviewer observed and asked follow-up probes+.  Probes were 

administered concurrently alongside the survey questions, allowing the interviewers to get the 

respondentsô immediate impressions and interpretations of the questions. 

 

OVERALL RESULTS  

Cognitive Findings 

Two major themes emerged across the questionnaire that explain respondentsô overall reactions to, and 

ability to correctly answer, the NEHRS questions.  Both relate to the fact that, by and large, physicians are 

inappropriate proxy respondents for their practicesô businesses managers, office and technical staff, and 

for their patients.  The cognitive evaluation of the NEHRS instrument revealed that 1) physicians do not 

typically know enough about their practiceôs business affairs to provide accurate responses to questions 

about business affairs, and 2) physicians do not typically work with or understand how EHR systems 

work from the technology side, and do not tend to know how patient health data is either sent from, or 

entered into, their own systems. 

Obtaining proxy responses, particularly in establishment surveys, is both accepted and encouraged in 

survey methodology (Biemer et al 1991).  However, in order to ensure validity and to reduce 

                                                           
4 http://www.medicare.gov/physiciancompare/ 
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measurement errors, proxy respondents should only be asked about concepts with which they are familiar.  

In the case of the NEHRS, the sampled respondent is a physician who is then asked about a series of 

medical, business, and technical decisions about the ñsample locationò (the ambulatory care location 

where the respondent sees the most patients) and his or her medical practice.  However, the amount of 

knowledge a respondent has about these three areas varies based on their location or practiceôs size, their 

non-care responsibilities at the practice (i.e. whether or not they are the practiceôs medical director), the 

practiceôs ownership structure, and their tenure at the practice.  Overall, respondents had no problem 

whatsoever when asked about the medical side of their locationsðsuch as when they were asked about 

their specialty (Question 1), the number of fellow providers at the location or practice (Questions 7 and 

8), or their computer systemsô features and capabilities they used when providing care (Question 23). 

However, many respondents struggled when answering questions about their locationôs business 

practicesðincluding about their patientsô insurance plans (Question 13), their practiceôs plans to obtain a 

new EHR system (Question 20), or whether or not their practice applies for and obtains incentives from 

various government programs (Questions 21 and 26).  Likewise, many respondents expressed difficulty or 

uncertainty when answering questions that focused on the technical aspects of their EHR systems, 

including about ñmeaningful useò (Question 16) and about whether or not their system had undergone a 

ñrisk assessmentò (Question 19).  In many of these cases, respondents noted that they were not the best 

person to ask about this informationðmany noted their office or business managers would be better 

suited to answer the business and billing questions, while their IT staff would be better suited to comment 

on the technical questions.  While most respondents expressed some amount of difficulty with these 

questions, this pattern was particularly pronounced among physicians who worked in large practices, 

especially those associated with large regional or national medical organizations or corporations.  Because 

of this organizational structure, these respondents were farther away (organizationally at least) from the 

business and technical decisions, and had to rely on communications they received from their parent 

organization in order to answer the questions.  For instance, one surgeon who answered ñnoò to the 

question about buying a new EHR system (Question 20), explained that while she had heard rumors that 

the corporation that her practice was associated with was going to buy a new one, she hadnôt heard 

anything officially from them and figured she had to answer ñno.ò 

Besides these structural issues of knowledge, many respondents expressed unease, or even applied clear 

misinterpretations, with some of the questions about the technical processes behind their day-to-day 

activities.  For instance, Question 34 asks respondents whether or not they send and receive various types 

of patient health information electronically to other physicians and healthcare providers.  Quite a few 

respondents were unsure whether or not ñe-faxingò counted as electronic sending.  A number were also 

unsure how to determine how other providers sent them information, as all they saw was the final product 

in either electronic or paper form (depending on their personal preference). 

In practical terms, the problem with these instances of uncertainty across both the business practice and 

technology questions is that instead of using the ñdonôt knowò response option (labeled ñunknownò in the 

tested version of the questionnaire), respondents tended to guess and provide another response.  And 

while missing data (such as ñdonôt knowò responses) are not ideal, it is far easier to handle in the final 

analysis of the surveyôs data than response errors.  The prominence of this pattern of interpretation varied 

somewhat across the questionnaire: respondents appeared to be more at ease answering ñunknownò to 

technology questions, whereas they tended to guess more when answering the business ones. 

Usability Findings 

In addition to these general cognitive findings, the evaluation of the NEHRS also focused on the overall 

usability of the form.  While all the respondents in the cognitive interviewing sample did finish the form, 

nearly all of them made some comment about the total length or the fact that some of the questions were 

too complex.  The respondentsô complaints about the instrument were particular noticeable around the 
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middle of the form (Pages 3 through 6 in Appendix A), when they were presented with a series of seven 

table format questionsðone of which was a full page long, and the others which were half-page long 

questions.  By the end of this series, a number of respondents did not pay attention to questions and were 

ñstraight-liningò their answers (i.e. answering the same way across all the items in a question or on a 

page).  It is important to remember that they were doing this in the context of a cognitive interview where 

they were being paid to participate in the survey and were being observed by a member of NCHSô staff.  

In order to reduce the high burden and potential for response errors, item non-responses, and break-off 

that this section of the questionnaire presents, this series of questions should be simplified as much as 

possible. 

 

QUESTION-BY-QUESTION ANALYSIS  

 

1. We have your specialty as_______.  Is that correct? 

  

All 20 respondents received and answered this question.  Two respondents answered ñno,ò while the 

remaining 18 answered ñyes.ò  One respondent who answered no changed her specialty from ñGeneral 

Practiceò to ñFamily Medicine,ò while another changed her specialty from ñGeneral Surgeryò to 

ñVascular Surgery.ò  This question was not probed extensively, and no cognitive findings are available. 

 

 

 

2. Do you directly care for any ambulatory patients in your work? 

  

All 20 respondents received this question and answered ñyes.ò  While all respondents generally 

understood this question to be asking about whether or not they took ambulatory patients, there was some 

slight variation in how they conceptualized ambulatory care, as seen in Figure 1. 
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Figure 1: Cognitive Schema for Question 2 

A few respondents immediately used a heuristic, understanding ambulatory care and ñoutpatientò care as 

one in the same.  These respondents did not appear to think deeply about what outpatient care consisted 

of, just simply that the two terms were equivalent. 

Most respondents conceptualized ambulatory care in terms of the setting of the care.  These respondents 

either noted that ambulatory care was given outside of a hospital or that it was given in an office.  For 

example, one primary care physician explained that ambulatory care meant that ñéyou are not in a 

hospital or nursing homeðthe other term is outpatient.ò  Others focused on the fact that the patients came 

to them and received care in their office or clinic.  For instance, another primary care physician explained 

that she was thinking about ñpatients coming into my office and not seeing them in a hospital.ò 

Another group of respondents considered their patientsô abilities when scoping the term ñambulatory 

care.ò  Instead of simply considering where they provided care, these respondents thought about what 

health characteristics their patients had that allowed them to see them outside of a hospital or in their 

office.  Some of these respondents focused on the fact that their patients could walk or functionðthat 

they were, quite literallyðambulatory.  On the other hand, a number of other physicians explained that 

they only (or mostly) saw patients who were not suffering from an emergency 

 

 

3. Overall, at how many office locations (excluding hospital emergency or hospital 

outpatient departments) do you see ambulatory patients in a normal week? 

  

All 20 respondents received and answered Question 3.  The respondents all understood this question to be 

asking about at how many offices they provide care to patients.  While some respondents who also work 

at hospital outpatient or emergency departments questioned why they had to exclude these locations, they 
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all did exclude them and no instances of response error were noted.  For example, one primary care 

physician who also works at a hospitalôs outpatient center questioned this exclusion, saying ñthe work we 

do at [Hospital Nameôs outpatient department] isnôt really any different than we do here [at her private 

practice office].ò  Nonetheless, this respondent did not include the hospital in her tally and answered ñ1.ò  

She and others in this situation explained that many patients, particularly those with low incomes, use 

hospital outpatient centers for their primary care services.   

A few respondents indicated that they had difficulty with the term ñnormal week.ò  This was less of a 

comprehension issue, and more a result of the fact that these physicians indicated that they had no 

ñnormalò week or that their work schedules were not regular across weeks.  For instance, one primary 

care doctor noted that her practice has four locations, and she does not find out until the weekend what 

her weekly schedule will be.  Respondents who indicated this lack of regularity all answered the question 

not with a single numeric answer (i.e. ñ2ò locations), but rather a range of locations.  The primary care 

physician noted above, for example, answered ñ2 to 3ò on her form. 

 

 

4. Do you see ambulatory patients in any of the following settings? 

  

All 20 respondents received this question, and they understood it to be asking them to specify the type or 

types of practice in which they work.  The cognitive interviewing sample was largely constructed of 

respondents in private practice, and the first answer category (ñPrivate solo or group practiceò) was the 

most commonly cited by a wide margin.  By and large, respondents understood this answer category to be 

referring to a non-hospital, non-HMO setting that the physician, or a group of physicians, personally 

owned. 
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Two answer categories did cause confusion, however.  First, a number of doctors whose practices had 

recently become associated with university medical systems (but who retained ownership of the practices) 

were not sure if they should answer ñprivate solo or group practiceò or ñfaculty practice plan.ò  None of 

these respondents had ever used or heard the term ñfaculty practice plan,ò but from the definition 

provided they deduced that it was either a teaching hospital or something related to a university medical 

system.  Of the five respondents who faced this issue, four chose only the first answer category, while one 

chose only the faculty practice plan answer.  None of these respondents checked both boxes. 

The second, and more significant, confusing answer category was the second one: ñfreestanding 

clinic/urgicenter.ò  Two factors contributed to this confusion.  First, respondents were unsure what the 

term ñurgicenterò meant.  While many respondents determined that this meant urgent care center (or, to 

use the physiciansô parlance, ñdoc in a boxò), they were not sure if this was some sort of specialized clinic 

besides a typical urgent care center.  None of the 20 respondents had ever heard of, or used, the word 

ñurgicenter.ò  Secondly, many respondents did not know what exactly counted as a ñfreestanding clinic.ò  

Many office-based physicians questioned whether their solo or group practice should also be described as 

a freestanding clinic because it was in its own building.  Others explained that they did not choose this 

answer category because their office was in an office tower or medical center, and thus was not 

ñfreestanding.ò  Still others understood freestanding not as an indicator of the physical space, but rather as 

an indicator of a relationship with a hospital.  These respondents considered whether or not their practices 

were associated with hospitals or university medical systems, and used the ñfreestanding clinicò answer 

category to indicate whether they were or were not associated with their other organizations. 

 

 

5. At which of the settings (1-8) in question 4 do you see the most ambulatory patients? 

  

All 20 respondents received and answered this question.  This question was not probed extensively, and 

no cognitive findings are available. 

 

 

6. What are the county, state, zip code, and telephone number of the reporting location? 

  

All 20 respondents received and answered this question.  The purpose of this question was to frame the 

remaining questionnaire by directing the respondents to consider only their primary location for the rest 

of the survey.  While this question was asked during the cognitive interview, the data was not collected or 

entered into Q-Notes for confidentiality reasons.  No findings are available for this question. 
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7. How many physicians, including you, work at the reporting location? 

  

All 20 respondents received Question 7.  The response process for this question was somewhat complex, 

with multiple patterns of both comprehension and judgement as seen in Figure 2. 

 

Figure 2: Response Process for Question 7 

Respondents first had to decide what exactly this question was asking.  Most interpreted the question to 

be only asking about the number of physicians at their location, and not the number of both physicians 

and mid-level providers (i.e. mid-wives and nurse practitioners).  However, a few primary care 

physiciansðparticularly ones at small group or solo practicesðdecided to include mid-level provers into 

their calculations.  Additionally, a few respondents started answering this Q with the latter interpretation, 

then looked through the next few questions in order to see whether or not there was a separate question 

about mid-levels.  When these few respondents saw that there was a separate question (Question 10), they 

changed their response to exclude the mid-level providers. 

Once respondents determined what the question was specifically asking, they then had to interpret the 

term ñlocation.ò  There were again two patterns of interpretation at this stage of the response process. 

Most respondents used the framing instructions provided prior to Question 6 and just answered about a 

single ñreporting location.ò  For example, one surgeon who worked at both a private practice and at a 

series of ambulatory surgery centered answer this question ñ2,ò thinking only about her private practice.  

However, a number of other respondents did not limit their response to just the ñreporting location,ò but 

instead considered all the physicians in their practice.  For example, one surgeon who had to location in 

his practice answered this question ñ8.ò  When asked to explain, he said that he had eight doctors, 

including himself, across the practice.  He went on to explain that he splits his time, but that most of the 

eight doctors worked primarily at one or the other center. 

One interesting and related issue emerged from two physicians who worked at larger, multi-specialty 

practices.  While both limited their interpretation to the reporting location itself, they were unsure whether 

to count all the physicians at the location or just the physicians in their departments.  The confusion 

stemmed from the fact that both of these doctorsða surgeon and a primary care physicianðdid not have 

much contact with people outside of their department, and they did not think that they could provide an 

accurate answer.  These two respondents split how they answeredðone estimated the total size of his 
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practiceôs location, while the other simply reported on the size of her surgery department within the 

location. 

Finally, there was some question about the reference period that the respondents used to judge their 

response.  Most respondents did not appear to answer only about the day of the interview, but rather 

constructed an average of their staffing in a typical period of timeðthe number of physicians who worked 

at a location in a typical week, for example.  One primary care physician who was also her practiceôs 

medical director, for example, explicitly noted that her location was staffed with 2.7 FTEs (Full Time 

Equivalent positions), but that this was spread across nine physicians who put in time at the location.  As 

such, this respondent answered Question 7 by writing in ñ9.ò  Similarly, another doctor noted that one of 

the physician in her office was on maternity leave and was not returning any time soon.  However, he 

counted her in his final answer of ñ4.ò 

 

 

8. How many physicians, including you, work at this practice (including physicians at the 

reporting location, and physicians at any other locations of the practice)? 

  

The general response process for Question 8 is similar to that seen in the previous question, Q7.  

Respondents first had to comprehend what the question was specifically asking about by interpreting the 

term ñphysicians,ò and then judged the term ñpracticeò in order to establish a count of physicians. 

By and large, respondents carried their interpretations of ñphysiciansò forward from Q7ðas either 

including or excluding mid-level providers such as nurse practitioners.  A few respondents who did 

include mid-level providers in the previous question dropped them from their interpretation here. One 

respondent explained this change by noting that she had looked over the next few questions before 

answering this one, and saw that an upcoming question dealt specifically with mid-level providers 

(Question 10).   

The largest source of interpretive variation in Q8 occurred during the judgement phase, when respondents 

had to determine what they were counting as ñthis practice.ò Figure 3 illustrates the schema used by 

respondents to make this judgement: 
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Figure 3" Response Schema for Question 8 

Most respondents considered ñpracticeò to include all the locations (and physicians) within their 

ownership organization.  Respondents who worked at single location practices only considered their one 

location (and thus answered Q8 the same as Q7).  Respondents who worked at multiple-location practices 

counted all the doctors who worked at all the practicesô sites and therefore calculated a large number in 

Q8 than they did in Q7.  For example, one surgeon who answered ñ3ò to Q7, and ñ5ò to Q8 explained that 

in the latter question, he was counting the two physicians who were in the practice, but primarily worked 

out of the hospital and surgical center, not the office. 

One respondent limited his interpretation of ñpracticeò to the reporting location only, even though upon 

further probing, it emerged that the respondentôs full practice had two locations. 

Other respondents considered locations beyond their reporting location when interpreting ñpracticeò but 

did not consider the full ownership organization for which they worked.  As in the previous question, one 

doctor limited her response to her department within her larger practice.  This surgeon responded ñ15,ò 

thinking about the full surgery sub-population within her larger organization.  Another respondent, who 

worked for a multi-location practice that had offices throughout the United States, limited his judgement 

to the three locations within the Washington, DC areaðeven though, upon probing, he explained that 

there was no organizational difference between the offices in DC verses the ones in any other state. 

 

 

9. Is the reporting location a single- or multi -specialty (group) practice? 

  

In general, respondents understood Question 9 to be asking whether or not more than one specialty was 

offered at their practice.  Most respondents conceptualized this by considering whether any specialties 

besides the one they practices was available.  For example, one orthopedic surgeon answered ñmulti,ò and 

explained that the ñother physician [in the practice] has a different specialty than me.ò 

One respondent, another surgeon, answered based not on medical specialties, but rather on the number of 

locations in her practice.  This respondent answered ñmulti,ò and upon probing revealed that she 

answered this way because her practice included ñmultiple wound centers,ò and was not thinking about 

either various surgery specialties were offered across the centers. 
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Not all respondents considered ñspecialtyò in an official sense (as in the AMA Physician Specialty 

Groups coding scheme).  Rather, some focused on different areas within the specialty that they and their 

colleagues practiced.  For instance, an orthopedic surgeon explained his ñmultiò answer saying, ñIn 

theory, itôs multi because we do different things,ò thinking not about different AMA specialties, but rather 

different areas of focus within orthopedic surgery. 

 

 

10. How many mid-level providers (i.e., nurse practitioners, physician assistants, and nurse 

midwives) are associated with the reporting location? 

  

Respondents largely understood this question to be asking about the number of nurse practitioners, 

physician assistants, and nurse midwives at their location.  One respondent noted that she was not sure 

whether or not to included RNs as wellðin the end, she decided to include them, even though none of the 

six nurses at her reporting locations were nurse practitioners. 

 

 

11. How many patients do you currently take care of at the reporting location? 

  

While all 20 respondents in the cognitive interviewing sample received Question 11, only 15 provided 

answers, with five refusing to do so.  This question produced a great amount of confusionð17 of the 20 

respondents expressed some form of confusion, frustration, or explicitly said they did not understand 

what this question was asking.  And while this confusion was consistent across all three types of 

physicians in the same (primary care, medical specialists, and surgical specialists), they did interpret the 

question with different patterns.  Figure 4 illustrates the schema respondents used to determine what the 

question was specifically asking about: 
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Figure 4: Response Schema for Question 11 

Overall, respondents understood this question to be asking for one of two very different ways of 

conceptualizing their patient load.  About half of the respondents who actually provided and answered 

this question were considering the total number of patients they had or saw, while the other half 

understood this question to be asking for a frequencyðor how many patients they saw in a given 

timeframe. 

Total Number of Patients 

Within the subset of respondents who were thinking about their total number of patients, three distinct 

patterns of interpretation emerged: 1) the size of their personal, active panel, 2) the total number of 

patients for whom the practice currently provides care, and 3) the total number of patients for whom the 

physician or practice have ever provided care. 

Respondents thinking of their active care panel considered how many patients their practice had 

specifically assigned to them.  For instance, one primary care physicianôs immediate reaction to the 

question was to ask, ñAre you asking about me specifically, or the whole group?ò  Upon deciding that the 

question was about her patients only, she reported she was assigned a panel of about 1,300 patients.   

Other respondents decided that this question was asking not just about them personally, but about their 

whole groupôs load.  Most of these respondents applied the second pattern of interpretation from above, 

and decided to report on the total number of patients that the group or practice care for currently. For 

example, one internist explained her answer of 3,000 saying, ñIôm not sure what that means, óHow many 

patients?ô For me? For the entire clinic?...I guess itôs asking about how many unique patients we have in 

the practice.ò 

A few respondents applied the third pattern and thought about the total number of patients for whom the 

practice had ever provided care.  This was particularly common among the surgeons in the cognitive 

interviewing sample, as they usually only saw a patient once or twice ever (for the procedure and for a 

follow-up visit).  For instance, one orthopedic surgeon said: 
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I see patients that come here for knee replacement or hip replacement.  And then they 

move on and I keep their chart, and then come back a year later or 10 years later or 20 

years later.  So I donôt know how to answer this question.  I mean, I have over 5000 

patients. 

Interestingly, this respondent was the only one who used this pattern who actually provided an answer to 

Q11.  All the other respondents who were thinking about their practiceôs total, all-time patient load 

refused to provide a response, saying they no idea what the correct answer would be. 

Frequency 

Two basic patterns of interpretation emerged among the respondents who thought this question was 

asking in some way about how many patients they saw over a given time.  First, some respondents 

considered the total number of ñslotsò they had in their schedule and then reported a number of patients 

by extrapolating this number of slots to a total per day or week.  So, for example, one neurologist said he 

had 15 slots a day, and then explained that ñéI will say number of patients per week.ò  This neurologist 

then answered Q11 by writing in ñ75ò (15 slots a day, times 5 days in a week). 

Other respondents were less precise in their reporting (or they explained that they had a high level of 

variability in their daily schedules).  These respondents did not use math to extrapolate from their daily 

slots to an answer, but rather guessed an average number of patients they saw per day, week or year.  It is 

important to note that there was little consistency across the respondents who used the frequency patterns 

of interpretation in the unit of measurement they used. 

 

 

12. At the reporting location, are you currently accepting new patients? 

  

All respondents uniformly understood this question as asking whether or not their practice was currently 

accepting new patients.  Of the 20 respondents who received this question, only one (a psychiatrist) 

answered ñno,ò with the rest answering ñyes.ò  This question was not probed systematically, and no 

cognitive findings are available. 

 

 

13. If yes, from those new patients, which of the following types of payment do you accept? 
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19 of the 20 respondents in the cognitive interviewing sample received and answered Question 13.  

Respondents largely understood that this question was about whether or not they accepted any of the 

listed types of insurance or payment plans in exchange for care.  However, two areas of difficulty 

emerged: the issue of capitated versus non-capitated private insurance, and the meaning of ñno charge.ò  

Both of these areas, described in detail below, appeared to emerge because this question is asking doctors 

about their business practices, which is an area of the practice with which many of the doctors in the 

cognitive interviewing sample had little to no experience or expertise. 

Capitated versus Non-Capitated Private Health Insurance 

The first two items in Q13 ask whether or not the respondentsô offices accept capitated and non-capitated 

private health insurance.  Capitation (from the Latin for ñheadò) is a common form of payment in HMO 

health insurance schemes wherein physicians or practices are paid not based on the individual services 

they provide to patients, but rather based on the number of patients they have enrolled in their practice5. 

Most respondents expressed confusion or explicitly said they did not know what the differences are 

between these two types of private health insurance.  They dealt with this confusion in three ways.  First, 

some respondents refused to answer the question, indicating that they did not know the difference and, 

therefore, could not provide an accurate answer.  Secondly, some respondents reasoned that it was not an 

important difference and, thus, answered the two items the same wayðthinking about ñprivate insuranceò 

in general.  For instance, one respondent explained her ñyesò answer by saying, ñIôm not entirely sure 

what ócapitatedô is, but I know we take all insurances.ò  Finally, some respondents choose to answer 

ñunknown,ò explicitly saying they did not know the difference between the two forms of payment.  

However, only two of the respondents who expressed confusion over these terms answered this way to 

the first item (ñcapitatedò) and none of them answered this way to the second item (ñnon-capitatedò). 

No Charge 

Respondentsô comprehension of the term ñNo Chargeò in the final item in Q13 varied across the cognitive 

interviews.  Three interpretations emerged.  First, some respondents took the phrase ñno chargeò at its 

face value, and interpreted it to mean that their patients would be given absolutely free care.  Other 

respondents understood ñno chargeò to mean an income-dependent sliding scale, indicating that reduced 

rates were given to certain patients based on their ability to pay.  Finally, a few other respondents 

understood this item to be asking about the exact same thing as the previous item (ñself payò).  These 

respondents simply lumped all non-insurance holders (and their payment methods and plans) together. 

  

                                                           
5 See Shelden, Thomas M. 1990. ñA model of capitation.ò Journal of Health Economics 9(4): 397-409 
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14. Does the reporting location use an electronic health record (EHR) system? Do not 

include billing record systems? 

  

All 20 respondents received and answered Question 14, with 14 answering ñall electronic,ò five 

answering ñpart paper and part electronic,ò and only one answering ñno.ò  All respondents understood 

this question to be asking whether or not their reporting location used electronic health records.  Most 

respondents noted that they preferred the term electronic medical records, or EMR, and tended to use this 

acronym throughout the rest of the survey instead of ñEHR.ò 

 

 

15. In which year did you install your current EHR system? 

  

Respondents uniformly understood this question to be asking about the vintage of their reporting 

locationôs EHR system.  However, there was some variation in this question across not only how 

respondents recalled and accessed this information, but also how they judged and reported their 

responses. 

Two classes of respondents became evident during the analysis of the recall phase of this questionðthose 

respondents who were working at the recording location when their current EHR system went live, and 

those who were not working there at that time.  Those respondents in the former group simply had to 

recall exactly when the system was installed.  This group included not only practice owners (both group 

and solo), but also doctors who were employed by the practice at that time.  On the other hand, those 

respondents who were not present when the EHR system was installed had to either rely on information 

gleaned from people who were there when the system was installed or simply guess as to when the system 

went live. 

The respondents in this latter class of recallðwho were not at the practice when the EHR system was 

installedðused four separate patterns of judgement when determining what information they should 

count (and report on) when answering this question.  They either relied on the date they heard from others 

in the practice, guessed a date, gave the date they were hired, or simply said they did not know.  The most 

common of these four patterns was to think about and report about the date they were hired at the 
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practice.  For instance, one surgeon explained that she was hired in 2011, and the reporting location had 

its current EHR system in place when she started.  Thus, she reported ñ2011ò when answering the 

question, even though upon probing she said she did not know whether or not (or how long) they had the 

system in place before that point in time.   

There was also a small amount of variation in how the respondents reported their answers to Q14.  The 

great majority of respondents answered using a four-digit year (as prompted not only by the question text, 

but also the word ñyearò before the blank on the questionnaire).  However, a few respondents reported in 

terms of the number of years the system had been in placeðso for instance, one doctor answered ñ4,ò and 

upon probing revealed that he was thinking about 2011. 

 

 

16. Does your current EHR system meet meaningful use criteria as defined by the United 

States Department of Health and Human Services? 

  

The 39 respondents who had EHR systems at their reporting locations all received and answered Question 

16, and while they all understood that it was asking whether or not their system met some set of criteria or 

another, many expressed difficulty while responding.  Overall, this difficulty appears to again originate 

with the fact that, in many cases, doctors are not responsible for the purchase, upkeep, or certification of 

EHR systems.  ñMeaningful useò is a term that nearly all of the respondents indicated that they had heard 

about but that very few were familiar enough with to be able to explicate what exactly constituted the 

criteria.  While some respondents indicated that meaningful use criteria included factors such as medicine 

and treatment track and the ability for patients to access their records, most respondent were much more 

vague.  These doctors understood the term to refer to a set of system requirement that their EHR had to 

meet in order to for their practice to get access to various government benefits and reimbursements. 

While there was not much variation in the comprehension of the term ñmeaningful use,ò the processes 

that respondents used to judge their answers did vary some.  Figure 5 below illustrates that cognitive 

schema respondents used to respond to this question, and as shown, doctors without a direct knowledge of 

the EHR system use a variety of strategies in order to determine whether or not it met ñmeaningful use.ò 
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Figure 5: Response Schema for Question 16 

A few respondents reported ñunknown.ò  These doctors used a heuristic and did not consider what 

ñmeaningful useò might include or compare and contrast their systemôs abilities with these potential 

criteria.  Rather, they simply knew that this question was asking about an area that was not within their 

expertise, and immediately used the ñdonôt knowò response option. 

Some respondents did indicate that they had direct knowledge of their EHR system and whether or not it 

met meaningful use.  These respondents either were the owners of small group or solo practices and had 

been responsible for originally purchasing the system, or were their practiceôs medical directors and were 

required to be more involved in the business side of the practice than most physicians.  For example, one 

primary care physician explained her ñyesò answer by noting that she knew the system met the 

meaningful use criteria because, ñI did the research when I bought it!ò 

Most respondents, however, had to reply on indirect knowledge in order to answer Q16.  These 

physicians relied on two sources of to inform their response. Some respondents reasoned that since they 

either received or did not receive the benefits that meaningful use allowed, their system (correspondingly) 

either did or did not meet the criteria.  For example, one OB/GYN explained that meaningful use is 

ñcertain criteria we have to meet in terms of reporting data and offering patients certain tests in order to 

get compensation by Medicaid.ò  This respondent noted that they did get this compensation, and thus 

their system met meaningful use. 

Other respondents relied on the fact that they were either informed or not informed about meeting 

meaningful use by people who are involved in the business or technology sides of their practice. Some 

doctors were thinking about staff they worked with on a daily bases, such as business or office managers, 

while others (particularly respondents at large, multi-location practices) were mainly thinking about their 

companyôs IT staff.  For instance, one surgeon answered Q16 ñyesò and explain that ñI think it does, [Her 

Company] takes care of it,ò thinking about her organizationôs IT department. 
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17. Does your EHR have the capability to electronically send health information to another 

provider whose EHR system is different from your system? 

  

This question was difficult for many respondents to answer, with four answering ñunknown.ò  The 

respondents who did answer ñyesò were evenly split between those who included ñE-Faxò (a computer-

to-fax machine transmission) as an electronic method of sending information, and those who only 

considered direct EHR-to-EHR system communication.  All respondents who answered ñnoò were 

thinking about this latter interpretation.   

In addition to this confusion over what the term ñelectronicallyò means, a few respondents again 

expressed confusion because this question was asking about something they themselves did not deal with.  

These respondents all had office managers or assistants who were responsible for obtaining and sending 

medical records, and the doctors themselves were not sure how the information ended up in their charts. 
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18. What is the name of your current EHR system? 

  

Respondents all understood this question to be asking about the commercial brand name of their reporting 

locationôs current EHR system. This question was not probed systematically, and no cognitive findings 

are available. 

 

 

19. Has your practice made an assessment of the potential risks and vulnerabilities of your 

electronic health information within the last 12 months? This assessment would help 

identify privacy - or security-related issues that may need to be corrected. 

  

Overall, respondents comprehended Question 19 in one of two ways.  Most believed that it was asking, 

ñHas your EHR system had a risk assessment in the last year?ò However, some other respondents 

believed it was asking specifically about their own, personal actions, and was asking, ñHave you 

personally performed a risk assessment of your EHR?ò 

Besides this important variation over comprehension, and similar to the response process seen above in 

Q16 (about meaningful use), respondents reported some difficulty while answering Q19 because they 

tended to not be involved with the technology side of their EHR systems.  Figure 6 illustrates the 

cognitive schema used to judge the respondentsô answers to this question 
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Figure 6: Judgement Schema for Question 19 

Like what was observed in Q16, respondents either used their direct knowledge of the technical workings 

of the EHR, orðmuch more commonly in the cognitive interviewing sampleðrelied on indirect 

knowledge to answer the question.  Only two physicians in the sample had direct knowledge of their 

EHRôs risk assessment, and this was because both of them had personally ordered it themselves.  For 

example, one dermatologist answered ñyesò and explained, ñI initiated it myselfðitôs just me here [at the 

practice] so I have to take care of it.ò 

Most respondents relied on indirect knowledge of their EHR systemsô risk assessments when answering 

this question.  Just like in Q16 (see Figure 5), these physicians based their answers on what their office or 

business managers told them, or what the IT department of their larger medical organization relayed to 

them.  For instance, an OB/GYN explained her ñyesò answer by noting that her office manager had hired 

a technology consultant for the explicit purpose of doing a risk analysis of the EHR system.  In addition, 

some other respondents based their answers not on the indirect knowledge provided by their staff or 

organization, but by the EHR providers themselves.  For example, a psychiatrist who answered ñyesò 

explained during probing that she said this ñébecause as a part of the EHR, it comes with the support.  

And they [the EHR provider] do all these things checking risks and vulnerabilities.ò 

A number of respondents also simply answered ñunknownò to Q19, again in a similar heuristic fashion as 

to what was seen in Q16.  These respondents knew that the technical workings of their EHR were outside 

the scope of their expertise, and immediately answered using the ñdonôt knowò option.   

 

 

20. At the reporting location, are there plans to purchase a new EHR system within the 

next 18 months? 
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By and large, respondents understood this question to be asking about whether or not their practices 

would adapt a new EHR soon.  One respondent, on the other hand, focused her attention on the word 

ñpurchaseò in the question text, and answered ñnoò even though she also reported they would be adopting 

a new system within the next few months.  When asked about this apparent contradiction, this OB/GYN 

explained that the new EHR was open-source, and they would not actually be purchasing it because it is 

free. 

It is important to note that the respondents universally considered whether or not there were current plans 

or decisions to change EHR providers.  They did not consider the ñ18 monthsò reference period given in 

the question text. 

 

 

21. Medicare and Medicaid offer incentives to practices that demonstrate ñmeaningful use 

of health IT.ò Have you ever applied for Meaningful Use Incentive Program payments? 

  

Respondents continued using the general response processes seen in previous questions asking about 

business and technical matters here in Question 21.  Respondents with direct knowledge of the business 

affairs of their practiceðsuch as owners and directorsðwere able to provide a yes/no answer based on 

their knowledge of the payments either coming in or not.  On the other hand, respondents without direct 

knowledge of their practicesô business affairs either answered ñunknown,ò or relied on indirect 

information or guesswork to answer this question. 

 

 

22. Do you plan to apply Meaningful Use Incentive Program payments in the future? 

  

This question was not probed systematically during the cognitive interviews, and no cognitive findings 

are available. 

 



23 | P a g e 
 

 

23. Indicate whether the reporting location has each of the computerized capabilities listed 

below and how often these capabilities are used. 

  

Question 23, a full-page, table-formatted question was burdensome, but was universally understood by 

the respondents to be asking whether or not their reporting locations had access to the various items in 

computerized form or not.   

Respondents did not uniformly think only about EHR systems, with many considering a wider range of 

computer systems such as web portals and billing databases.  Not all of the 23 sub-items were 

systematically probed during the cognitive interviews, and only three are highlighted below. 

Overall Usability 

This question is very long and visually daunting.  Many respondents noted the questionôs length during its 

administration.  Some respondents stopped considering each item one-by-one and simply ñstraight-linedò 
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their answers (in a few cases, they did so literally, with the respondents actually drawing a vertical line 

across many of the items). 

Besides the length of the question, the other major cross-item area of concern with Q23 was the fact that 

the question text asked respondents to not only answer a yes/no question, but then to also estimate a 

frequency of use for those items to which they answered ñyes.ò  Three issues emerged surrounding this 

format.  First, many respondents simply answered this as a yes/no question, and did not break out their 

ñyesò answers by frequency.  These respondents almost universally used just the first ñyesò answer 

category (ñyes, used routinelyò) for all their affirmative answers.  Across the sample, 40% of respondents 

only used one yes answer category (in addition to the ñnoò and ñunknownò categories).   

Secondly, even for those respondents who did answer the frequency sub-question, they did not do so 

consistently across the full page question.  Many of these physicians started the question answering both 

the yes/no and frequency questions, but by the end of the question reverted to just answering yes/not.  In 

addition to the 40% of respondents noted above who only answered Q23 with one ñyesò category, another 

15% of sample respondents answered the second half  of the items (from ñOrdering radiology testsò 

downward) with a single ñyesò category.   

Third, and perhaps most importantly from a construct validity standpoint, the frequencies given in the 

question text (ñyes, used routinelyò and ñyes, but not used routinelyò) were not comprehended in any sort 

of consistent manner by the respondent who did actually use them.  For example, one OB/GYN explained 

that she was thinking of using the items every day as ñroutinely,ò while another OB/GYN said routinely 

referred to using something ñmost days, but not all of themò  Furthermore, not all respondents maintained 

the same meaning of the frequencies across the various items in Q23.  One primary care physician, for 

instance, not that he reconciled lists of patientsô medicines every time he saw a patient, but only used the 

computer to view lab results when he needed results for a specific set of tests.  However, he answered 

ñyes, routinelyò for both items. 

Viewing Imaging Results 

Respondents understood this item in one of two distinct waysðeither they considered whether or not 

radiological reports were available to them on the computer, or they considered whether or not they could 

view actual radiological images on the computer.  For instance, one pediatrician who answered this item 

ñyesò explained, ñI canôt see the images themselvesðreally thereôs no need.  I just see the [radiology] 

reports on my EHR.ò  Likewise, a surgeon who answered ñyes, routinely, said ñI do use it to view 

imaging studies,ò thinking about the reports he receives from the radiologist. 

On the other hand, another surgeon who answered ñyes, routinelyò was just thinking about the images, 

and that she uses a web portal to get the images from her radiologist to view.  Similarly, a primary care 

physician who answered ñnoò explained that he could not get the images on his computer, and had to 

order them specially and see them in hard copy form if he needed them.  Upon follow-up probing, this 

physician explained that he could get the imaging reports through a web portal, but was only thinking 

about the images themselves when reporting ñno.ò 

Exchanging Secure Messages with Patients 

While all the respondents uniformly interpreted this item as asking whether or not they were able to send 

and receive encrypted electronic messages with their patients, some social desirability bias appeared to 

impact a few of the respondentsô answers.  A few respondents expressed hesitation when answering this, 

even though they never actually used this feature. These doctors indicated that they did not use this 

feature not because it was not available, but rather because their patients did not want to (or know how to) 

use it.  They, therefore, felt that ñnoò was incorrect and answered using one of the ñyesò categories.  For 
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example, one medical specialist who answered, ñyes, but not routinely,ò explained his answer by saying 

that he never actually uses itðñI donôt think patients would appreciate getting their results that wayð

they prefer face-to-face conversations.  The EHR allows it, I just donôt do it.ò  He used his answer to, 

therefore, indicate that he had the capability, even though his answer was incorrect on the face. 

Ability for patients toé 

The final three items in Q23 ask the physicians about their patientsô abilities to view, download, and send 

their electronic health records.  Respondents understood these items not as simply asking about their 

EHRsô abilities, but rather about the behavior of their patients.  As such, almost all the respondents 

expressed confusion over how to answer these items.  For example, one OB/GYN expressed: ñI donôt 

know what my patients do!ò  As a result, these three items had the highest ñuncertainò answer rate of any 

of the items in the cognitive evaluation. 

 

 

24. Has your reporting location been recognized as a Patient Centered Medical Home 

(PCMH) by a state, a commercial health plan, or a national organization, such as the 

National Committee for Quality Assurance (NCQA), the Joint Commission, URAC, or 

the Accreditation Association of Health Care Practice? 

  

When answering this question, the only respondents who indicated that they knew what the term ñPatient 

Centered Medical Home (PCMH) meant were those who answered ñyes.ò  Those respondents who did not 

know what a PCMH was answered either ñnoò or ñunknown.ò  There was no clear distinction between 

these respondents who answered using the no and donôt know options.  For instance, one medical 

specialist said, ñIôve never heard of thoseò and went on to answer ñno.ò  On the other hand, an OB/GYN 

explained her answer similarly, saying, ñI donôt even know what any of that is,ò but then went on to 

answer Q24 ñunknownò instead of ñno.ò 
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25. Does the reporting location participate in an Accountable Care Organization 

arrangement with Medicare or private insurers?  An ACO is an entity typically 

composed of primary care physicians, specialists, and hospitals, and held financially 

accountable for the cost and quality of care delivered to a defined group of patients 

  

Question 25 is similar to Q24 in that it asks respondents say whether or not their practice was associated 

with a specific industry group or conceptðin this case, an Accountable Care Organization (ACO).  

However, unlike Q24, this question include a definition of the term that is being asked about in the 

question text.  Possibility because of this, fewer respondents expressed uncertainty about the term ACO 

than they did for either ñPCMHò or ñNCQAò in the previous question.  For instance, one pediatrician 

who answered ñnoò said she appreciated the definition, and ñwould have answered unknown, probably, if 

it wasnôt there.  But reading that, Iôm pretty sure we arenôt in one.ò 

Throughout the cognitive examination of this (and the previous) question, the idea that doctors are not the 

best people to ask for business practice information continued to emerge.  For example, one OB/GYN 

who answered ñunknownò explained her answer by saying, ñI have no ideaéI think [the office manager] 

would probably say óno,ô but Iôm not sure.  This respondent went on to explain that she was not involved 

in business decisions at that level, and that she is just responsible for providing patient care.  A number of 

other doctorsðespecially primary care physicians and physicians at larger group practicesðexpressed 

similar feelings. 

 

 

26. Does the reporting location participate in a Pay-for-Performance arrangement, where 

you receive financial bonuses based on your performance? 

  

Respondents used a series of separate, non-overlapping patterns when interpreting this question, which 

asked about a ñpay-for-performance arrangementébased on your performance.ò Figure 7 illustrates the 

cognitive schema respondents used during the comprehension stage of this question: 
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Figure 7: Cognitive Schema for Question 26 

While more respondents understood this question as asking about themselves personally, the ambiguous 

term ñyour performanceò led some others to not just think about themselves personally, but also about 

their entire location or practiceôs performance.  This interpretation was probably framed in part by the 

fact that all of the previous questions on the questionnaire since Q5 were about either a reporting location 

or practice.  The respondents who used this interpretation tended to not think about any specific pay-for-

performance program, but rather about their practiceôs realization rates on its insurance or government 

reimbursements.  For example, one surgeon who answered ñnoò said that his practice did not accept 

Medicare and explained he was thinking about reimbursement from the Centers for Medicare and 

Medicaid Services (CMS): ñThey give you a set fee for a knee replacement and will give you $20,000 for 

this, and it is shared between the hospital [staff] and physician.ò 

Respondents who instead considered their own personal performance thought about two separate types of 

pay-for-performance schemes.  The first was more business-oriented, and was based on how many 

patients they saw or how many hours they billed.  For instance, one orthopedic surgeon answered ñyes,ò 

and when asked what he was thinking about said, ñif we bill a certain amount for three months straight, 

then we get a bonusò from the larger medical organization with which his solo practice was associated.   

The second personal pay-for-performance scheme respondents considered were those centered on their 

patientsô health outcomes.  For example, another surgeon who answered ñnoò said he was thinking ñI 

think that is where Medicare gives rewards for patient outcomes.ò  This respondent went on to explain 

that his practiceôs location did not participate in a program like this because he disagreed with using 

outcomes as a measurement of the quality of his serviceðñI could have given the best surgery, but the 

patient might not feel betteréitôs subjective [based on] how the patient feels post-surgery.ò 

While there was some variation in how respondents interpreted what, exactly, pay-for-performance 

programs were, they were uniform in their pattern of judgement.  With the exception of the doctors who 

knew they were in a program because they were involved in the practiceôs business operation, the 

respondents simply considered whether or not they (or their practice) got extra money.  If they did, they 

answered ñyesò and if they did not, they answered either ñnoò or ñunknown.ò 

 

"Pay-for-
Performance...based on your 

performance"

Entire Practice/Location's 
Performance

Insurance 
Reimbursements

Physician's Personal 
Performance

Amount Billed

Patient Outcome



28 | P a g e 
 

 

27. Who owns the reporting location? 

  

Question 27 was not probed systematically, and no cognitive findings are available. 

 

 

28. What percent of you patients are insured by Medicaid? 

  

Respondents experienced similar difficulties when answering Question 28 as to what they did when 

answering Q13 (about the various forms of insurance their practice accepts) earlier in the questionnaire.  

This is, many physicians (again, with the exception of those who are involved with the business 

operations of their practice) do not know about their billing and payment systems, as that is the job of 

support staff such as office managers. 

However, even though a vast majority of respondents expressed uncertainly during probing, only one of 

these respondents wrote ñunknownò into the question blank.  The rest provided a number, and revealed 

during probing that they were simply guessing or estimating. 

 

 

29. Do you treat patients insured by Medicare? 

  

Question 29 was not probed systematically, and no cognitive findings are available. 
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30. How often do you send patient health information to other outside providers and public 

health agencies using the following methods? 

  

Both Question 30 and Question 31 are complex table-format questions that require the respondents to 1) 

interpret the terms ñpatient health informationò and ñoutside providers,ò 2) interpret the four ñmethodsò 

for sending and receiving information, and judge which of them correspond to their practiceôs workflow, 

and 3) format their response to one of the four relative frequency terms given as answer categories.   

Interpretation of Question Text 

The first task that respondents had to complete to answer Qs 30 and 31 were to interpret what they were 

being asked.  There were three basic types of health information that respondents thought about: 

consultation or referral notes, health records, discharge notices, and insurance requests.  These forms of 

health information appeared to correspond with who the respondent thought the term ñoutside providersò 

referred to: specialists or other physicians outside their practice, hospitals, insurance companies, and 

lawyers.  Thus, respondents who were thinking about sending information to other physicians mostly 

answered the question thinking about sending either consultation or referral notes or health records.  

Those thinking about sending or receiving information from hospitals thought about health records and 

discharge notices, while the respondents who thought about insurance companies mainly answered the 

question considering how they send insurance requests.  Finally, the two respondents (both surgeons) who 

thought about sending information to lawyers were thinking about health records. 

A few respondents broke their interpretation of ñoutside providerò down further, and considered the 

difference between providers inside their medical organization or corporation (and not just their practice) 

and those who were outside this corporation.  In each of these cases, the respondents focused their 

responses on physicians outside their corporation, saying that they didnôt really send or receive 

information from doctors within the organization because the data was simply present on the companyôs 

EHR, and thus no active sending or receiving occurred.  For instance, one surgeon who answered never to 

the EHR sending question explained, saying ñItôs not sending, really.  Itôs just there.ò   

Interpretation and Judgement of the Four Methods for Sending and Receiving 

Once the respondents determined what the question was specifically asking, they then had to consider 

their practiceôs workflow and assign their methods to the four presented in the question: paper-based, e-

fax, EHR, and web portal.  Overall, there were consistent interpretations of these methods.  The 

respondents understood paper-based methods to include mail, fax, and courier; e-fax to be faxing from a 

computerized source, EHR to be sending/receiving directly from their EHR system, and web portal to be 

sending or downloading information from a secure internet site.   
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The biggest source of confusion stemmed from e-faxing and how it overlapped with some of the other 

three categories.  A number of respondents noted that they did not know whether the information they 

received came in through fax, e-fax, or their EHR, as all they saw was the final product on their computer 

screen or a print out.  For example, one primary care physician pulled out a stack of patient health records 

on her desk and, going through them, noted that she could not tell whether something had originated as a 

fax or as an e-faxðñthey all look the same to me.  How can I tell what system they used?ò  Similarly, 

other respondents noted that when they sent information from their EHR, it was either transmitted via e-

fax or directly to another physicianôs EHR, depending on whether or not that physician had the same 

system as they did.   

A few other respondents also expressed confusion over the term web portal.  In fact, most respondents did 

use a web portal systemðparticularly for sending lab requests (the two major lab service companies that 

the respondents mentioned during the interviews both have secure web portals set up through which 

physicians can order their services).  However, they did not necessarily use this term to describe these 

web sites.  One specialist who answered ñneverò to the web portal sub-question in Q30 had previously 

explained (in Q23) that he used the web site set up by LabCorp to order his lab tests.  When asked what 

he was thinking about when answering this sub-question, he said, ñI donôt even know what a web portal 

is.ò 

Formatting Responses to the Relative Frequencies 

The final task respondents had to do to answer Qs 30 and 31 was to apply their workflow to the four 

relative frequencies given as answer categoriesðoften, sometimes, rarely, and never.  Overall, 

respondents used the ñoftenò response option for methods they always or almost always used, and the 

ñneverò option for those methods they absolutely did not use.  However, respondents appeared to use the 

middle two response optionsðñsometimesò and ñrarelyòðinterchangeably.  For example, one specialist 

who said they only occasionally use EHR when dealing with other physicians inside their medical 

organization answered the EHR sub-question of Q30 ñrarely.ò  However this same respondent, who noted 

that they only received paper when getting records from the very few number of referring physicians who 

did not e-fax, answered the paper sub-question of Q31 using the ñsometimesò category. 

 

 

31. How often do you receive patient health information from other outside providers and 

public health agencies using the following methods? 

  

Respondents carried over their interpretations of Q30 into Question 31.  Please see Q30 for a detailed 

description of the response process and schemata. 
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32. Do you refer patients to the following types of providers? If yes, how often do you send 

patient health information electronically through either your EHR or web portal? 

  

Questions 32 and 33 are a set of table questions that follow the same pattern as the previous two questions 

(Qs 30 and 31), with the first asking about sending health information, and the second asking about 

receiving patient health information.  However, these two questions are even more complex than the 

previous twoðrequiring respondents to follow within-question skip patternsðand were correspondingly 

more difficult for respondents to answer.  These questions asked respondents to 1) interpret what two 

separate questions were asking about, 2) judge their workflow in relation to a set of six separate types of 

providers, 3) follow an internal skip pattern depending on their interpretation of their workflow for each 

type of provider, and 4) format their response to a series of relative frequencies.  Overall, respondents did 

not interpret these questions consistently across the sample, and many expressed confusion and frustration 

in regards to these two questions. 

Nearly all the respondents understood that the first set of columns (corresponding to the first question 

presented in the textðñDo you refer/see patients to/from the following types of providers?ò) to be asking 

whether or not they referred patients directly to, or saw patients directly from, the various types of 

providers.  However, a large number of respondents expressed confusion over what to answer if they did 

not have either ambulatory care providers or hospitals within their organization.  Instead of simply 

answering ñno,ò these respondents wanted a ñnot applicableò option that indicated that referring or seeing 

patients was not a possibility.  This was particularly an issue with physicians who worked at small group 

or solo practices that were not associated with any larger medical corporation or organization.  As a result 

of this, many respondents simply left these rows blank instead of answering ñno,ò while others wrote in 

ñN/A.ò 

A few respondents who answered ñyesò to the first set of columns, and correctly continued on to the 

second set of columns (corresponding to ñéhow often do you send/receive patient health information 

electronicallyé?ò) understood this second question to be asking not about frequency of 

sending/receiving, but rather about how often they referred or saw patients from the various types of 

providers.  For example, one family medicine physician who responded this way said that the question 

was asking ñHow often do I refer patients to other people?ò 

The same muddled interpretations surrounding the relative frequency designations used as the answer 

categories in the second set of columns that emerged in Qs 30 and 31 were also present here in Qs 32 and 

33.  Namely, respondents used the two extreme frequencies to mean ñalwaysò or ñnever,ò while using the 

middle two categories interchangeably to mean ñsometimes.ò  
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33. Do you see patients that have received care from the following types of providers? If 

yes, how receive do you send patient health information electronically through either 

your EHR or web portal? 

  

Respondents carried over their interpretations of Q32 into Question 33.  Please see Q33 for a detailed 

description of the response process and schemata. 

 

 

34. For other outsider providers including public health agencies, do you electronically 

send and receive, send only, or receive only the following types of patient health 

information ? 

  

Question 34 was the fifth table question respondents received in a row, and many expressed frustration.  

For example, one primary care physicianôs immediate reaction to seeing this question was to say, ñOh my 

gosh, there are too many options!ò while another respondent, an OB/GYN, appeared to simply give up on 

the questionnaire at this point and straight-lined the ñDo not Send or Receiveò option while remarking, 

ñThis questionnaire makes me feel stupidéò 

Interestingly, while this frustration may lead to item non-response, straight-lining, or break-offs, it did not 

appear to affect the response patterns of most respondents.  The only small amount of variation that 

emerged was, as seen before, around whether or not to include e-faxing as an ñelectronicò medium.  

Those respondents who had decided to include e-fax as an electronic form back in Q17, continued to do 

so throughout the rest of the questionnaire, including in this question.  
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35. When electronically receiving information from other providers, are you able to 

integrate the following types of patient health information into you EHR without 

special effort like manual entry or scanning? 

  

Across the sample, nearly all the respondents answered Question 35 either using the ñNot Applicableò or 

ñNoò response categories, regardless of the type of patient information.  In a way, respondents appeared 

to approach this question not as a set of 10 separate sub-questions, but rather as a single question.  In fact, 

14 of the 20 respondents straight-lined this questionðtheir answers did not deviate across the ten sub-

questions in Q35.  The one type of information that seemed to pull respondents away from this pattern 

was ñimaging reports,ò which a few respondents noted were sent electronically to them through the web 

portal their lab services provider or providers had set up. 

A few respondents did answer ñyesò to these questions, but with the exception of the lab reports noted 

above, these were all response errors.  When asked to explain their answer these four respondents all 

explained that they received e-faxes from other providers that then were scanned in by their staff.  For 

instance, one surgeon said ñYes, well we get them from referring doctors and then my office manager 

either scans them or prints them off.ò Upon further probing, this respondent explained that he was 

thinking about e-fax, and not information sent directly from another doctor into his EHR.  These 

respondents understood the question to be asking whether or not ñyou are able to integrate the following 

types of patient health information into your EHR?ò and were ignoring the final clause of the question 

text about specific efforts including manual entry or scanning. 
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36. When treating patients seen by other outside providers, how often do you or your staff 

have clinical information from those encounters electronically available at the point of 

care? Electronically available does not include scanner or PDF documents. 

  

While Question 36 asks about a very similar concept as the prior question, Q35, none of the response 

difficulties or potential response errors that were seen previously emerged here.  Respondents understood 

this question as asking whether health information from outside providers was automatically available in 

their EHR, or whether it had to be scanned and entered into their system.   

Only one respondent in the cognitive sample understood this question in a different way.  This medical 

specialist thought the question was asking whether or not she used the information electronically, and 

answered ñnoò because she prefers to use paper copies of records, which her staff prints out for her.  

Upon probing, she said that in some cases the information was transmitted directly into the EHR (from 

other providers in her larger medical corporation).  However, she reiterated that since she used paper for 

patient care, the correct answer was ñno.ò 

The one area of variation that occurred in the interpretation of this question was centered upon the term 

ñoutside providers.ò  Small group and solo practices that were not associated with any larger medical 

organization or corporation universally understood this as any physician outside their practice.  However, 

respondents whose practices were associated with larger medical corporations or organizations employed 

two distinct interpretations: either limiting their response to physicians outside of their larger medical 

organization, or thinking about all physicians outside of their own practice.  This split in interpretation 

had an impact on the respondentsô answers, as practices within a medical organization typically shared 

EHR systems (and therefore allowed electronic sharing of patient health records).  Thus, those 

respondents who used the first interpretation answered ñneverò or ñuncertain,ò while those who were 

using the latter interpretation answered ñsometimesò or ñrarelyò (depending on the frequency with which 

they worked with other physicians in their medical organization).  No respondents in the cognitive sample 

answered using the ñoftenò response category. 
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37. Do you have the capability to electronically search for your patientôs health information 

from other outside sources? 

  

Respondents universally understood Question37 to be asking whether or not they could search for various 

types of health information using a computer.  While there was again some variation around what 

respondents whose practices belonged to medical organizations understood ñoutside sourcesò to mean, 

this variation did not appear to affect the respondentsô answers like it did in Q36 because they were 

considering a wider set of patient health information in Q37. 

Some respondents noted some confusion over what types of patient health information to consider, but 

they all looked ahead to the next question (Question 38), and seeing a list of types of patient health 

information there as the answer categories, deduced that it included lab results, problem lists, imaging 

reports, medication and allergy lists, and discharge summaries. 

 

 

38. What types of patient health information do you routinely search for from sources 

outside your medical organization? Check all that apply 

  

13 respondents answered ñyesò to Q37 and correctly skipped into Question 37.  This question was not 

systematically probed, and no cognitive findings are available. 
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39. How often do you electronically search for health information from outside sources 

when seeing a patient or an existing patient who has received services from other 

providers? 

  

All respondents understood this question to be asking how often they search for health information about 

new patients, and they carried forward their interpretations of ñhealth informationò from Qs 37 and 38.  

Most respondents indicated that they did not search for this kind of information frequently (only one 

respondent answered ñoftenò and one other answered ñalwaysò), but rather preferred to call their patientsô 

previous physicians to get information.  For instance, one pediatrician who answered ñrarelyò explained 

saying, ñItôs a lot faster to just call up the other doctor than to try and see if that [information] is available 

online or somewhere.ò 

 

 

40. How do you search patient health information from outside sources? Check all that 

apply 

  

Eight respondents answered ñneverò to Q39 and skipped directly to Question 41, while the other 12 

continued on to receive Question 40.  This question was not probed systematically, and no cognitive 

findings are available. 
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41. To what extent do you agree or disagree with the following statements about electronic 

information exchange? 

  

Question 41 is a series of eight attitudinal questions that ask respondents whether they agree or disagree 

with a series of statements about ñelectronically exchanging clinical information with outside sources.ò  

Two overall areas of interpretative variation, and one usability issue emerged. 

First, most respondents did not read the second paragraph of the question text (ñElectronically exchanging 

clinical information with outside sources____ò).  Rather, these physicians simply considered the 

statements in terms of ñelectronic information exchange,ò which is found in the question textôs first 

paragraph (and is the topic of many of the previous questions on the survey questionnaire).  Additionally, 

other respondents did not consider ALL forms of electronic information exchange, but only thought about 

EHR systems.   

Those respondents who just thought about EHR systems approached the attitudinal statements in two 

ways.  Most thought about the current state of electronic health systems, and their experiences with their 

own system.  For example, when explaining her ñsomewhat disagreeò answer to the fourth statement, an 

OB/GYN said that she didnôt trust that the information on the EHR was complete (as she did not know if 

other physiciansô information was included or not), so she always re-checked medication lists herself.  

Thus, it was not the EHR that prevented medication errors, but her own legwork. 

Others, particularly those respondents who did not belong to a larger medical organization and had very 

little to no experience with health information exchange over EHR systems, answered not based on their 

experiences, but on the goals of the overall switch to EHRs.  Thus, one primary care physician who 

answered ñstrongly agreeò to the fourth statement explained that ñwell thatôs why weôre moving to EMRs.  

One day, those things will just be automatic.ò 

The second area of variation has to do with the answer categories.  As seen previously with the relative 

frequency categories in Qs 30-33, there was little consistency in how the respondents mapped their 

responses to the answer categories.  Some respondents treated these questions as simple agree/disagree 

questions and used either the extreme categories or the middle categories as binary pairs.  Other 

respondents attempted to break down their attitudes into the four categories provided, while others broke 

down their attitudes into three categories and either only used one of the middle categories to indicate an 

attitude akin to ñsomewhat agree.ò 


